Mrs GH is a 74-year-old lady who was diagnosed with asthma four years ago after having an upper respiratory infection. She had a hospital admission due to asthma about 18 months ago. She is having her prescriptions dispensed at the pharmacy; these include Seretide MDI 125/25 and Ventdin inhaler, You notice from her dispensing history that she only obtains her asthma medication sporadically. You ask Mrs GH how she is going with her puffers and asthma in general. She replies that she is 'OK, Upon further probing, M r s Gti reveals that she does not think she gets 'that much benefit out of the puffers' and she has trouble using them with her arthritic hands. She says that she does not get wheezy that often (only every two to three days) and is not sure whether she really needs t o keep using the inhalers.
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'Asthma is under-recognised and undertreated in older p~pulations.'~.?
.
Background
The prevalence of asthma overall in Australia is relatively high -it occurs in 14-16% of children and 10-1296 of a d~l t s .~ It is nor so well known that asthma in elderly people is also common and is often undertreated.'" An Australian study found a large proportion of those aged over 55 years had undiagnosed asthma and that the prevalence of asthma in older people may be as high as 15%: while overseas studies have similarly indicated that the prevalence of asthma in elderly patients may be as high as 17%.2 This is perhaps not surprising given that the elderly reportedly complain about breathlessness often. A UK survey of older people living in A n A u s h a i a n~h n d a~~o f t h o s e a g e d~5 5 y w s had utx%gws& a s t m of age.Zl2 Older patients with asthma have also been shown to deteriorate for longer periods before being admitted to hospital with severe acute asthma than younger patients. 4 Underestimation of the severity of an acute exacerbation of asthma by both patient and doctor has been suggested as a contributory factor to poor outcome in older people. 13 'Death due to asthma occurs rnostiy in A major difficulty in diagnosingasthma in the elderly is that the differential diagnosis of breathlessness includes many conditions common in older people, e.g. heart failure, obesity, malignancy, infection, gastro-oesophageal reflux. aspiration, and chronic obstwctive pulmonary disease ICOPO). In addition. the elderly may attribute their breathlessness to 'normal ageing' and not seek help from their doctor? The most common symptoms reported are cough, wheezing and dyspnoea -similar to younger asthmatics?,'
In addition, research suggests that doctors are often reluctant to use spirometry and measurement of reversibility when investigating respiratory symptoms in old people.&l3 This leads to a tendency to label breathless or wheezy elderly patients as having COP0 rather than asthma. Objective measures of pulmonary function can aid in a prompt diagnosis ?I and lead to effective treatment and improved quality of life.'
A simple strategy for the investigation of breathlessness in older people should at least include a full blood count, chest radiograph. ECG, and spirometry with reversibility.'
Both men and women who develop asthma after age 40 usually have prior symptoms of cough and sputum production and often have pulmonary function abnormalities before being diagnosed with asthma. Thus, in many older patients Also. both conditions may be If possible, distinguishing asthma from COPD is Important to allow appropriate management of the respiratory condition and co-morbidities, and accurate prediction of treatment response. The two conditions may be differentiated by clinical features, particularly age at onset, variability of symptoms and nocturnal symptoms in asthma. supported by the results of reversibility testing A history of heavy smoking, the presence of more prominent lung hyperinflation and chronic hypoxaemia favour the diagnosisaf COPD, whereas atopy and significant bronchodilator responsiveness favour the diagnosis of asthma.I5
Management of asthma in the eldedy
The therapeutic approach to asthma in the elderly is much the same as for younger asthmatics." but certain aspects take on greater importance: difficulty using inhaler devices, concerns about osteoporosis with long-term corticosteroid therapy (both oral and inhaled), the risk of arrhythmias with p,-agonist drugs and the significant side-effects of theophylline.I8
Studies of asthma in the elderly have shown that, unlike many younger adults who often require no medications or just as-needed pjagonist therapy for occasional symptoms, most older asthmatics need continuous treatment programs to control their disease ( Table I) .' In part, this may be because the bronchodilator response to inhaled pjagonists declines with age.' Even in mild disease in older adults, regular preventive treatment with inhaled corticostemids should be considered, given the poor perception of bronchoconstriction by older asthmatic patients.' Unfortunately, despite their proven efficacy, inhaled corticosteroids are typically underused in the elderly asthmatic population!a1718 A large US study showed that. among elderly patients with potentia'lly life-threatening asthma, only 32% had used preventive therapy during the past year?g 
Adherence with asthma therapy
Adherence with asthma therapy is frequently poor in elderly patient^.^^^'."^" Reasons include forgetfulness or misunderstanding the correct treatment regimen, and the perceived risk of side-effects of inhaled corticosteroids (Table 3) . Patients are less likely to take their medications as prescribed when they think that their asthma symptoms are not as severe as the doctor believes them to be. The intermittent nature of asthma may lead patients to view the disease as an acute condition, rather than a chronic illness, resulting in poor adherence to preventive therapy. For . (modified from Goernan and DouglassZ3)
Guided self-management of asthma in the elderly
Optimal asthma treatment has adopted the principle of 'guided self-management', which emphasises recognition of worsening symptoms by the patient and self-initiated steps to escalate therapy as appropriate and seek emergency care if necessary.23 Guided self-management in asthma involves the health professional and the patient establishing an asthma management plan which is then written down and given to the patient for future reference: a written action plan. a g e d care
Encourage annual influenza vaccination and five-yemly pneurnococcal vaccination in all elderly patients with asthma, even in those with mild asthma. Attempt to check inhaler technique at every possible opportunity. Ongoing follow-up of patients with persistent asthma by the pharmacist also enables demonstrating and checking inhaler technique, re-evaluating the most convenient delivery device, making sure that the written action plan is understood, and ensuring that any emergency medication (such as a short course of oral corticosteroids) is not out of date or lost. A number of studies, including several from Australia, have demonstrated that community pharmacist-delivered asthma care programs can produce beneficial results, with improved patient outcome^.*^ Pharmacists can also request home medication review (HMR) referrals from GPs for those patients they think would benefit from an educational intervention on asthma and a management review, When non-adherence is inevitably encountered. it is important that pharmacists do not blame patients for non-adherence because they can and do make reasoned decisions; rather, they should openly discuss the reasons for non-adherence. In addition, pharmacists should ensure that any concerns regarding drug side effects are discussed in a manner that is not alarming.
Case study
Returning to our case study, you should provide Mrs GH with further information about asthma, emphasising that it is a chronic condition that generally requires continuous preventive therapy. You suggest that there are other forms of respiratory devices available if she is having trouble with the inhalers, and offer to discuss this issue with her doctor. You could also provide some information about HMRs and suggest that she discusses this further with her doctor. Finally, it would be worthwhile to ascertain whether she has had her annual influenza vaccine. 
